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Hypothesis

“Understanding how 

• health care is organised, 

• the dynamics and structures of the organisations providing care & 

• the characteristics of the population that attend and are admitted to 
hospital 

can lead to targeted action to improve access, timeliness and outcomes”



Maybe it is, but we’d need to ask some 
more questions ?

• Do we understand population behaviour ?
– By month ? By day ? By hour ?

• Do we understand system behaviour ?
– By month ? By day ? By hour ?

• Which is  easier / better ? 
– Vaccination ?
– Intensive care ?

• Are there RISKs ???



Have we any evidence ?



Statistically significant relationship between length of stay and AE 4hr p <0.05

Organisations with below regional median length of stay (6.8 days)  are  
2.67 more likely to have above median AE performance (85%)  than 
organisations with above median average length of stay.

The evidence says 
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The ability to “turnaround” patients before 
midnight (zero day LoS) is greatest for 9-10 am 
admissions with late evening potential depreciating 
rapidly

Ward round 
and 

diagnostic 
window
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Step One
Silo thinking  “v” systems thinking
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Step Two : Understand pathway by pathway how much healthcare is needed at which 
point, trend sensitised and seasonally adjusted !



Step Three : 
Understand the Risks and Rules

• There are no prizes for avoiding a crisis …

– Don't be a systems thinker if you want an OBE

• Asking people to work differently is challenging

– But that’s not the same as asking them to work harder …

• You can’t fix strategic problems with operational solutions

– Some systems are the wrong shape and size and working harder will get you only so far !

• You can’t, mustn’t and shouldn’t promise that you’ll make it all better by March unless

– You do want an OBE  !

– You have  a magic wand (STF funding, no staff shortfalls, and a BCF that delivered £2 for every £1 spent 
etc.)

– And your system is already the right shape, your staff always say “yes, now what's the question” and you 
have more energy than me!



Step Four : Apply the Principles 

We injure more patients through 
poor process than through poor 
medicine…

….too much of our focus is on 
population behaviours with insufficient 
focus on systems behaviours.
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What if we knew how many people would need 
healthcare before they even became ill ?

Black line = predicted
Purple line = actual 

45 days in advance !



A Trust with “supply” broadly
matched to “footfall”

What if we knew the flows by hour 
and acted on the info  ?

Worst case 
2 -3 hours 
out of sync



A more challenged 
Acute Trust  

What if we didn’t act ?

Worst case 
7 – 8 hours 
out of sync



Modelling the impact of system re-designs

Your local  Trust 

Choose admission  method

Choose  Speciality

Choose  Winter 
severity 

Fine tune 
assessment 
processes

Make achievable adjustments
OR 

Increase BEDs 



ED
Assessment

Units

Wards, Departments,
ITU, CCU etc

Challenged  Trust 

Characterised by

Most clinical activity undertaken at the beginning of the pathway (in ED !) with egress 
from ED impeded by insufficient assessment capacity = ED congestion

Assessment Units : throughput measured in days rather than minutes and reduced 
access to immediate clinical assessment and diagnostics.  “Middle sick” patients 
admitted to assess !

Ward capacity : most clinical steps measured in days, discharge planning determined in 
weeks 17



Assessment
Units

ED
Wards, Departments,

ITU, CCU etc

Adjusted High performing  Trust

Key characteristics

Significant increase in assessment capacity : 18/7 full diagnostic and clinical service.  

“if it can’t be done in 4 hours, it can’t be done in ED !” mentality

Assessment Units / ACUs have sufficient capacity for 1 day assessments e.g. upper admission limit 80.5 
admissions = circa 90 beds/ 90 bed days with zero day rate expectation @ 50-60%

Ward capacity focus moves to  frail/ elderly and “top sick” patients.  “Middle sick” patients achieve 
rapid turnaround.  Assess to admit philosophy.

Net benefit : increase in average LOS BUT reduction in total bed days.  Savings from reduction in ward 
(hotel) bed days. 
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Is this resilient?

Attendances Breaches Performance Attendances Breaches Performance

Difference in 

performance 

(percentage 

points)

Site 1 8675 1289 85.14% 8432 866 89.73% 4.59

Site 2 6453 2358 63.46% 6473 871 86.54% 23.09

Site 3 5422 1612 70.27% 5670 1077 81.01% 10.74

Site 4 7968 2920 63.35% 8049 1367 83.02% 19.66

Site 5 7481 2760 63.11% 4978 331 93.35% 30.24 * only 21 days since challenge date

Site 6 8114 2436 69.98% 1904 282 85.19% 15.21 * only 7 days since challenge date

Average performance increase (percentage points) 17.25

Average performance increase (percentage points) excluding those without 30 days post challenge 14.52

30 days prior to challenge 30 days following challenge



How do you do this ? 
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Oh and give your process a fancy name  !!   =   100% Challenge !!





• Access to high quality predictive data
• A focus on tactical adjustment with operational 

responsibilities held in individual units
• Senior credible leadership based on the following principles

– Manage on the basis of resolving difficulties between services  
(process issues)

– Reduces duplication in decision making
– Problem resolution in a single step
– Works with the authority of the “executive”
– Has a 18/7 presence
– Active even in the absence of crisis (incident management 

without the incident)

Principles of a Control Hub



Evaluation of 100% challenge 
processes

Strengths

• Single Point of control

• Regular, fixed, short 
meetings

• Less management time 
spent on troubleshooting

• Clarity of expectation

• All parts working together

• Crisis avoidance

Weaknesses

• Potential for duplicate 
requests

• Can be misinterpreted as 
being about performance

• Same pressures just spread 
differently ….

• Change of pace is daunting

Feedback and evaluation suggest the following strengths and weaknesses



The  6 Operational Things that make a 
difference!

• Understand and act on your system data : pre allocate resources !

• Initiate a Single point of Control!  Tactical Not Operational!

• “1 discharge by 10am and 2 by noon!”

• Targeted action on Diagnostic Delays!

• 1, 1 & 1 – See in an Hour, Refer in an Hour & Move in an Hour!

• Active and Effective use of the Discharge Lounge!



When planning any clinical service
It’s helpful to think about it like this …

• Demand variation 
– What will the population do : are our pressures demand induced ?

– What's the seasonal and trend impact ? 

• Don’t think “ Are we busier than last year?” think “ how busy do we expect to be ?”

– What does our information tell me we need to do ?

• Supply side variation
– How do services (true capacity)  respond ?
– Four questions

• What do the data suggest will happen?
• How far can I adjust the service ?
• What's the residual gap ?
• What would be the benefits and consequences of attendance, admission and Length of stay  initiatives ?

– In three groups
• Strategic plan : what does my system need to look like next year and beyond ?
• Tactical adjustment : what can I do with what I have through the next 6 months ?
• Operational response : what do I need to adjust now,  next week and for the next 6 weeks ?

Evidence 
based 

decision 
making




